Introduction {#s1}
============

Gay, bisexual and other men who have sex with men (gbMSM) are a priority population for intervention due to disproportionately high rates of HIV and other STIs. Unfortunately, gbMSM also face many social and structural barriers to clinic-based STI diagnostic services.[@R1] For example, previous research has identified how access to non-judgemental healthcare providers,[@R5] convenient clinic hours and confidential or anonymous services[@R5] represent key factors that influence gbMSM's decisions to get tested. Internet-based sexual health interventions can help address barriers experienced by gbMSM to clinic-based testing[@R1] and have recently been implemented in select international settings, including several jurisdictions in British Columbia (BC), Canada.

After intensive consultations and research with key stakeholders (eg, healthcare professionals, community members) in BC,[@R3] the BC Centre for Disease Control (BCCDC) launched *GetCheckedOnline.com* (GCO)---a comprehensive internet-based STI diagnostic service---in September 2014 in Vancouver, BC. See Gilbert *et al* [@R11] for more information and [figure 1](#F1){ref-type="fig"} for further details about the process. (Full details on the service are published elsewhere).[@R3]

![How does GetCheckedOnline work?](sextrans-2018-053645f01){#F1}

While early stakeholder consultations and evaluations have been very helpful for GCO's design and early implementation phases,[@R3] there is limited research examining the experiences of users of internet-based STI diagnostic services. For example, previous research involving internet-based *Chlamydia* testing services has focused on receiving results online[@R14] and on pathways to treatment post diagnosis after using online services.[@R15] The objective of the current study is therefore to describe the factors that influence gbMSM's experiences with and preferences for both GCO and clinic-based testing.

Methods {#s2}
=======

Study setting {#s2-1}
-------------

We conducted in-depth semistructured interviews with gbMSM who had used GCO at least once. (For more information about study setting, please see Gilbert *et al* [@R11]).

In BC, clinic-based testing is offered through publicly funded sexual health clinics, non-governmental organisations (including gbMSM-specific clinics in Vancouver), primary care programmes and public health clinics, although the availability of clinic-based testing varies in each community. In Vancouver and Victoria, for example, some testing services are available on evenings and weekends but wait times can be lengthy. Face-to-face testing in Kamloops is more limited, with testing only available during weekday business hours through family physicians, walk-in clinics and the university's student health centre. There is virtually no STI testing available through Kamloops' public health clinics unless individuals are street-involved.

Data collection and analysis {#s2-2}
----------------------------

From October 2015 to May 2017, study participants were recruited through emails sent by the BCCDC after they had registered for a GCO account and consented to participate in GCO research. Drawing on a purposive stratified sampling framework,[@R16] participants of varying social positions and lived experiences were recruited, including men from a range of socioeconomic statuses and sexual identities. To be eligible, participants had to identify as a cisgender or transgender man; report being sexually active with another man or men; be ≥15 years of age; be English-speaking and have completed at least part of the GCO testing process (eg, some individuals received a testing requisition but did not go for specimen collection). The BCCDC's recruitment email asked prospective participants to contact the study's coordinator to confirm their eligibility and schedule an interview. Participants did not know the interviewers prior to recruitment and were informed that they were paid research staff.

Interviews were conducted by one of five experienced research staff (interviewers included co-authors CC (MA), KT (MSc) and AC (MSc) and all were research coordinators at the time of data collection) in private offices or by phone. Participants had the choice of being interviewed by a woman or man. Participants were informed that the study's aim was to understand how clinic-based and internet-based testing services could better meet their needs. Participants completed an informed consent form and short sociodemographic questionnaire prior to the interview. Interviews ranged from 35 min to 2 hours; participants received an honorarium of \$25--30 (the amount was increased in 2016). Interviews were audio-recorded and transcribed verbatim (participants had the option of member-checking their own transcripts) and transcripts were uploaded to NVivo V.11.[@R17]

The research team employed thematic analysis[@R18] to develop an initial set of codes, which were developed through a combination of deductive and inductive approaches.[@R19] For example, during the initial stage of analysis, raw data was coded line-by-line. We then moved into a broader coding scheme and codes focused on participants' experiences with sexual healthcare-seeking. Data collection and analysis were conducted iteratively, with later interviews helping identify gaps in our sample and inform subsequent data collection, as well as informing our assessments of data saturation. In later stages of analysis, interview transcripts and notes were re-read to examine how various social positions (eg, age, sexual identity) affected gbMSM's preferences for online or clinic-based testing. Two themes emerged around preference for testing mode: 'Convenience, Privacy and Control' (GCO) and 'Competent Service Provision, Tailored Care and Comprehensive Care' (clinic-based), presented below.

Results {#s3}
=======

We interviewed 37 participants, 33 of whom reported previously using clinic-based testing before having used GCO (250 invitation emails were sent out, four participants did not provide this information, no participants dropped out). Sample demographics are presented in [table 1](#T1){ref-type="table"}. Below, we present our findings in two thematic sections and use quotes to illustrate key aspects of our analysis.

###### 

Characteristics of all participants

  Participants                                                 n=37
  ------------------------------------------------------------ ---------------------
  Age                                                          
   (average, range)                                            37.9 (23--71) years
  Ethnicity\*                                                  
   White                                                       28 (75.7%)
   Chinese                                                     2 (5.4%)
   White+Filipino                                              1 (2.7%)
   Chinese +South East Asian                                   1 (2.7%)
   Arab/West Asian                                             1 (2.7%)
   Filipino                                                    1 (2.7%)
   South Asian                                                 1 (2.7%)
   Latin American                                              1 (2.7%)
   Indigenous                                                  0 (0%)
   Black                                                       0 (0%)
  Sexual identity                                              
   Gay                                                         27 (72.9%)
   Bisexual                                                    7 (18.9%)
   Straight                                                    1 (2.7%)
   'Hetero-flexible'                                           1 (2.7%)
   Queer                                                       1 (2.7%)
  Born in Canada                                               
   Yes                                                         22 (59.5%)
   No                                                          15 (40.5%)
  Education                                                    
   High school or less                                         5 (13.5%)
   College/undergraduate                                       19 (51.4%)
   Graduate or more                                            7 (18.9%)
   Missing                                                     6 (16.2%)
  Testing frequency                                            
   Approximately every 3 months                                15 (40.5%)
   Approximately every 6 months                                11 (29.7%)
   Approximately every year                                    2 (5.4%)
   Other\*                                                     5 (13.5%)
   No data                                                     4 (10.8%)
  Most recent testing experience                               
   GCO                                                         28 (76%)
    Clinic-based                                               9 (24%)
  Most recent testing experience with GCO                      
   Complete testing                                            31 (84%)
    Created testing requisition but did not complete testing   6 (16%)

\*'Other' includes answers which are not temporal (eg, 'after a "risky" encounter'; 'every 6--7 partners').

GCO, GetCheckedOnline.com.

Preferences for online testing: convenience, privacy, control {#s3-1}
-------------------------------------------------------------

Many participants emphasised that they preferred using GCO to clinic-based testing because it was more convenient, expedient and timely. For example, based on their previous sexual healthcare experiences, many said they were aware of the sexual risks they engaged in and therefore viewed the counselling component of clinic-based testing as unnecessary. As such, these participants seemed to favour the immediacy and control that they associated with using GCO over the use of clinic-based testing. For example, one 29-year-old gay Vancouver man described:

> I can \[test with GCO\] and get it done and get it booked basically as I think about it. I don't have to try to wait to do it later that day and then forget about it or that kind of thing. Yeah, it's convenient and it's more or less immediate. (GCO-GBMSM-037)

Several participants described how GCO provided an enhanced sense of privacy and offered a way to test without having to disclose one's sexual identity or behaviour to a healthcare provider. For example, a 71-year-old gay man from a Vancouver suburb described:

> 'Cause you're there \[clinic\] to get help, you're there to get some assistance, not to be criticised for what you do. \[...\] Some people might \[...\] want to just stay as anonymous as possible. If I have a way of going online and finding out for myself where I stand with this, that's better for me. (GCO-GBMSM-012)

Several described how GCO's specimen collection protocol provided them with more autonomy and control than they experienced with clinic-based testing. For instance, several participants described how administering their own anal and/or throat swabs allowed them to avoid having potentially 'invasive' procedures performed within clinic-based settings. One 30-year-old gay Victoria man said:

> I love that they have the swab ability in the lab because that was always something ... Getting blood drawn---it's not too bad. It's not really an invasion of privacy. But when you're being swabbed in private \[body\] areas, that's something that you'd probably rather do yourself if you can. (GCO-GBMSM-023)

Participants from areas outside of the urban city centres (eg, Vancouver suburbs) described how GCO provided them with a highly specialised sexual healthcare service that would not otherwise be available to them. Several participants described how they had previously relied on their family doctors to provide HIV testing and those experiences rarely were gbMSM-centred. For example, one 32-year-old gay man from a Vancouver suburb described how he frequently sought testing shortly after having sex that he felt was 'risky', so he would request the pooled Nucleic Acid Amplification Test (NAAT), which has the capacity to detect HIV 10--12 days after infection. While his family doctors tended not to be aware of the technical specificities of the NAAT, GCO offered him the ability to test using the pooled NAAT 'on demand'. As such, this participant described why he preferred GCO:

> \[GCO\] do the pooled NAAT, the best test. So that's why \[prefers GCO\], because every time before *GetCheckedOnline* I had to explain to all my family doctors, 'I need to get the pooled NAAT because it picks up the bug, like, very early. It's the best test.' And they don't know what that is. So the family doctors are not educated. Now I don't need to do anything. I just go online and that's it. (GCO-GBMSM-020)

Many participants described how GCO changed their testing frequency. For example, participants described how GCO's regular testing reminder emails impacted both their testing frequency and understandings around corresponding risk. For instance, a 50-year-old gay Vancouver man described:

> \[GCO\] reminds me for next time I have to be tested. And it did open my mind that, you know, hey, maybe you should care more about STDs happening and everything like that. So it kind of enlightened me or woke me up \[laughs\]. Yeah, 'Don't be so stupid, don't be so naïve, don't ...' And that was a good thing. (GCO-GBMSM-011)

Many participants also preferred how GCO provided them with more control around how they receive their results, particularly negative results. For example, several participants said their previous clinic-based testing experiences tended to leave them wondering if either the tests had not yet been processed or if the absence of a follow-up call from the clinic meant their results were negative. With GCO, participants described how having access to their results online allowed them to view a confirmed negative result, thereby alleviating any uncertainty and/or anxieties about a lack of follow-up. As one 27-year-old gay man from Vancouver described:

> I got the results within a normal time and the fact that I was able to just look it up myself and know without having to wait for a 'non-call', it was excellent. It was all-round just game-changing. I just love it. (GCO-GBMSM-027)

Participants also described GCO as a complement to the clinic-based care they receive, not a replacement. For example, several said that they would no longer require regular testing from their family doctor. Nevertheless, these participants tended to view the care they receive via GCO as being integrated with the clinic-based services they receive; as one 62-year-old gay Kamloops man described:

> I intend to use \[GCO\] all the time and I've already told my doctor that's what I'm going to be doing. So he said, 'Fine. That's great. That's really good.' So I'll go to him for my other blood work, for cholesterol and all that stuff, my overall physical. And, obviously if I did test positive for anything then I would go and see my doctor. (GCO-GBMSM-014)

Preferences for clinic-based testing: competent, tailored, comprehensive {#s3-2}
------------------------------------------------------------------------

A subset of participants said they would prefer clinic-based testing, including because some services are not available through GCO (eg, HIV rapid testing). Unlike those who preferred doing their own swabs, several indicated they would prefer that a clinician perform the procedure. For example, a 28-year-old gay Vancouver man who is a nurse described how he felt that self-collecting a throat swab could be too complicated if it is not clearly explained to those who are unfamiliar with self-collection procedures:

> The throat swab that they end up doing for STIs can actually be a bit complicated. Pretty complicated instructions for---what you're essentially doing is just a really quick swab around the back of the uvula, snapping it, and throwing it back in the bag. But they \[the laboratory staff\] do kind of just hand it to you and say, you know, 'Here\'s your form, the instructions are there and go nuts, we\'ll see you in 5 min.' (GCO-GBMSM-029)

Others stated that the need to test regularly with their family doctor made using GCO redundant. For example, one 36-year-old gay Vancouver man described how he needed to see his doctor for blood work regularly to have his Pre-Exposure Prophylaxis (PrEP) prescription renewed:

> One of the peculiar benefits of being on PrEP is it's a very scheduled kind of thing because your prescription lasts for a certain time and to get the prescription renewed you have to go and do your blood work ahead of time. You know, and so that makes me less likely to use *GetCheckedOnline*. Because I am sort of wired into this other 'system'. (GCO-GBMSM-001)

Several participants described how clinic-based services within Vancouver were the gold standard of care for gbMSM and they would therefore not choose to use GCO. For example, a 29-year-old gay Vancouver man said he prefers accessing gbMSM-centred sexual health services because they make him feel more comfortable than using GCO and going to a private lab for specimen collection:

> The nurses that they select for \[gbMSM-centred health clinics\] are also selected for their ability to be compassionate and to try to put people at ease because they're used to having the specific discussions around HIV. \[...\] \[LGBTQ clinics are\] just a little bit more comfortable because ... well, I guess part of it is just everything is gay there too. Whereas it's much more clinical at the \[lab\]. (GCO-GBMSM-037)

Several participants described how GCO could result in 'missed opportunities' for those experiencing co-occurring psychiatric conditions (eg, depressive disorders, addiction) that can be interrelated to sexual health issues; as one 28-year-old bisexual participant from a Vancouver suburb explained:

> \[GCO is\] an online form that has no interaction, right? And so even though it may suit your needs, you might have some other experiences or situations that could benefit from seeing somebody who's trained in the field, right? Like, this service doesn't identify if I have HIV anxiety. \[...\] This service doesn't identify if I'm---for lack of a better word---a sex maniac and should be tested frequently. \[...\] There are other, we'll say mental health issues \[...\] that can be further diagnosed from a person than an Internet form that cannot diagnose you. (GCO-GBMSM-032)

Discussion {#s4}
==========

Our study---among the first to report on the actual experiences of internet-based STI testing users (eg, rather than focusing on prospective users)[@R5]---describes factors influencing experiences and preferences among gbMSM regarding their decisions to use internet-based and clinic-based STI testing. As suggested by our team's recently published analysis of survey data with GCO users demonstrating greater barriers in accessing clinic-based services and related to encounters with healthcare providers,[@R11] participants expressed a preference for GCO because of convenience and privacy, and they typically described regular testing behaviour (eg, every few months). Participants also described preferring to have control of specimen collection (swabs). Participants preferred receiving results online via GCO compared with clinic-based testing (eg, 'non-calls' for negative results). GCO also provided enhanced access to testing technologies, including pooled NAAT tests and automated testing reminders. Many participants continued to positively view the clinic-based services available for gbMSM in their community, and clinic-based services were frequently described as competent, tailored and comprehensive in responding to more complex needs or co-occurring health issues (eg, mental health disorders). Participants anticipated using a combination of GCO and clinic-based services in the future (eg, for both sexual and other health-related needs), thereby supporting previous claims that internet-based STI testing services can contribute to the spectrum of services that are needed to reduce barriers to care among diverse client groups.[@R22]

While gbMSM view GCO positively, these findings indicate that GCO is not regarded as a panacea, highlighting the importance of keeping GCO integrated and up to date with other facets of the evolving intervention 'landscape'. For example, the introduction of publicly funded PrEP since January 2018 for gbMSM at risk of HIV acquisition in BC[@R23] may increasingly make GCO somewhat 'redundant' for those engaging with BC's evolving PrEP 'systems', as receiving ongoing access to PrEP requires testing through a physician every three months. Future research will be helpful in identifying how GCO and other areas of the sexual healthcare system can best be adapted for scale-up in mutually symbiotic ways (eg, integrated scale-up of GCO and the PrEP 'system'). For example, our findings provide support for the need to continue the ongoing implementation, adaptation and evaluation of GCO to better understand how internet-based services can begin to employ a 'syndemics' perspective[@R24] (eg, the integration of mental health, harm reduction and substance use services) to respond to the needs of gbMSM experiencing co-occurring health issues (eg, online referral pathways). Finally, these findings demonstrate the importance of ongoing efforts to ensure general healthcare practitioners are aware of the different testing options in BC, including understandings of how GCO fits within their clinical practice and the testing technologies available in BC (eg, pooled NAAT).

These study findings also highlight how GCO may enhance gbMSM's testing behaviour (eg, frequency and timing), suggesting that continued efforts to scale-up GCO may help reduce sexual health inequities experienced by gbMSM in BC. However, these findings need to be interpreted with caution. For example, there are several limitations to this study design, including sampling, participation and social desirability biases. The study sample reflects a group of gbMSM who are generally knowledgeable about testing and/or 'frequent' testers. Future research should examine how GCO is perceived or 'taken up' by gbMSM with less testing experience and/or knowledge about STIs. Despite these limitations, our study provides important insights into identifying factors that influence gbMSM's experiences with and preferences for GCO and clinic-based testing.

Conclusion {#s5}
==========

These findings indicate that gbMSM report positive experiences and perceptions of GCO; however, gbMSM do not view GCO as a panacea and they tended to view it as being integrated with the clinic-based services they receive. The results of this study indicate the need to ensure that a wide range of integrated service options (eg, online; clinic-based; PrEP 'systems') are available to address the range of sexual health needs of gbMSM living in BC's diverse settings.

###### Key messages

-   This is the first study to report results on the actual experiences of users of a comprehensive internet-based STI testing service.

-   Gay, bisexual and other men who have sex with men (gbMSM) report positive experiences with GetCheckedOnline.com.

-   gbMSM expressed a preference for GetCheckedOnline.com over clinic-based testing because of convenience, privacy and control.

-   Internet-based testing services can contribute to the spectrum of services that are needed to reduce barriers to care among gbMSM.
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